By AMAND ROUTH, M.D., F.R.C.P.
OBSTETRIC PHYSICIAN TO CHARING CROSS HOSPITAL, ETC. THE patient was first admitted to Charing Cross Hospital on March 21, 1906, having been delivered of her seventh child fifteen days before. She had been attended by a midwife, who, apparently mistaking an cedematous anterior lip for the placenta, had dragged on it for two hours, and, after a rest, for another two hours, causing acute agony. Eventually the midwife pulled away "two lumps of flesh," as the patient called it, and said it was a growth. A doctor was sent for. The patient survived, but since the confinement her urine had all passed by the vagina.
On examination, the middle part of the posterior cervical lip was present, but the whole of the anterior lip and the lateral ends of the posterior lip were absent. The anterior and lateral vaginal wall in front of the cervix was missing for about two inches, and when the parts were exposed by a Sims's speculum there was seen to be an opening into the bladder about 1L by 1 inch in area. The anterior wall of the vaginal and supra-vaginal cervix was absent up to about the level of the internal os; the utero-vesical pouch of peritoneum was apparently not opened. The intra-uterine sound passed along the posterior uterine wall 3 inches, along the anterior an inch and a half.
The urine was offensive and contained much mucus and pus. This condition cleared up after repeated vesical irrigation by boric acid solution and administration of urotropin and acid phosphate of soda.
The patient then returned holmle for five weeks till the involution of the parts was complete. 21 18 I July 20, 1906.-With valuable advice from Mr. Stanley Boyd, and assisted by Mr. J. W. Heekes, then my Resident Obstetric Officer, I dissected off the bladder from all its attachments (without, however, opening the utero-vesical pouch of peritoneum) and drew it down into the vagina like an empty sac. I could then see the right ureteric opening, but not the left. This dissection necessarily afforded both a vesical and a vaginal flap. I united the bladder opening transversely by a series of interrupted catgut Lembert sutures, tucking the margins of the opening inwards into the bladder. By injection of sterilised inilk the bladder was proved not to leak. The vaginal flaps were then, as far as was possible, drawn over the sutured bladder and united by interrupted fishing-gut sutures, the line of suture being longitudinal instead of transverse. On the twelfth day the silkworm gut vaginal sutures were removed, and the patient left the hospital on the eighteenth day (August 7, 1906) cured. She was instructed to report herself at the hospital if she missed a period.
She reported herself, when a week overdue, at the end of October, 1906 (three months after the operation), but pregnancy did not then seem likely. The bladder at its junction with the vagina was lying against the anterior surface of the posterior lip of the cervix, with a small space between, permitting the escape of the uterine secretions.
On July 11, 1907, she was again admitted into Golding Ward of Charing Cross Hospital, being then in labour. My Resident Obstetric Officer, Mr. J. B. Banister, had made out that the child was presenting in the first position of the vertex; the membranes had ruptured and the pains were feeble. He ordered a sedative, and I saw her in the early afternoon.
On examination, the remnaining portion of the posterior lip. of the cervix was found to be cedematous, and the head could be felt pressing down on to the anterior ridge of tissue formed by the united bladder and the vaginal wall. The lower edge of the anterior uterine wall above the bladder could not be felt. It was evident that if the head were allowed to come down further the bladder would be severely and probably irremediably torn, so I decided to perform Caesarean section. This I did in two hours' time, assisted by Dr. Eden and Mr. Banister. Before making the incision into the uterine wall a ridge was noticed on its surface crossing obliquely from above downwards, but this was not recognised as a fibroid till the uterine wall had been partly divided. It was then found that at the point incised the uterine wall was nearly 3 inches thick, and it was evident I had cut into a large fibroid which had undergone " flattening out and softening," the " assouplissement" described by Depaul.
The child was removed by podalic version and was taken charge of by Mr. J. W. Heekes, and its cries soon proclaimed that it was vigorous.
As the patient and her husband were most anxious that she should be spared the risk of another confinement, I had considered whether I should perform hysterectomy or procure sterility by removing both Fallopian tubes and inverting their uterine stumps, but as the incision had been made through the tissue of a fibroid, which would have made the uterine sutures both insecure and dangerous, I decided to adopt the standard operation and to sterilise her by removing the uterus by the subtotal method. Amputation was performed just above the level where the anterior uterine wall had been torn away by the midwife. I had intended to leave one ovary, but such extensive -sub-perntoneal venous heemorrhage occurred whilst I was dealing with the -second ovary that I had to remove it. The abdominal wound was closed in layers by continuous catgut sutures for the peritoneum and anterior rectal sheath, and by interrupted catgut sutures for the fat; the skin was united by a silk subcuticular suture and covered by collodion gauze. The patient made an excellent recovery and was able to suckle the child. The wound healed beautifully. The child, which weighed 4 lbs. 12 ozs. at birth, lost 4 ounces the first week, but gained 10 ounces the second, and 14 ounces during the third week. The child had an attack of conjunctivitis from July 13 to 19. The patient left the hospital on August 3, the twenty-fourth day after the operation.
Remarks.-The indication for some variety of Caesarean section in this case was clear and absolute. The child could not have been born, alive or dead, without very serious injury to the bladder and vagina, and it is almost certain that the resulting injury to the bladder would have been irremediable.
I can find only records of two instances of a simple or conservative Caesarean section having been performed in this class of case (nonmnalignant cicatricial atresia) since 1876, when Porro first performed subtotal hysterectomy (Cases 31 and 32 in Table) .
A conservative Coesarean section is contra-indicated where much vaginal atresia exists, owing to the probability of retention of lochia and the development of sepsis; and owing to interference with normal involution.
The question and method of sterilisation must also be carefully considered, and the patient and her friends should be informed of the advisability of preventing another conception. In this case, having decided to sterilise the patient, and having unwittingly miiade the uterine incision through the substance of a fibroid, I had no alternative but to perforimi hysterectomy, whiclh, however, I am convinced would in anv case have been correct treatment.
It is owing to the dangers of a conservative Cesarean section in these vaginal atresia cases, and to the advisability of ensuring certain sterilisation, that operators have been led to performii soim-e variety of hysterectoml-y as the best miieans of safeguarding the patient botlh at the tiime and in the future.
I append a table of thirty cases of Cesarean hysterectomy for vaginal atresia, in five of which (Nos. 22, 23, 28, 29 and 30) injury to the bladder had occurred at the previous labour and had been operated upon subsequently, in one case (No. 29) unsuccessfully.
The maternal mortality in the 30 cases was six, or 20 per cent. Five out of the six deaths occurred in the cases in wlich the stump was treated extra-peritoneally, the miiortality being 5 in 18 cases so treated, or 27 7 per cent. No. 22, treated by pan-hysterectomy, died from hmiiiorrhage fromii slipping of a ligature. The 11 cases treated by the intra-peritoneal iiiethod all survived. The five deaths, in the cases Nos. 1, 2, 7, 25, 26, where the stumip was treated extra-peritoneally, could, however, hardly be put down to the method emiiployed.
Nos. 1 and 2, quoted by Godson in his paper of 1885, occurred in 1880, when hysterectomly was in its infancy, one patient dying of septic peritonitis, the other fromil hrinorrhage from the stum--p. No. 7 (1886) also died of septic peritonitis. No. 25 had been in labour for twenty-four hours, and had had m-luch vaginal miianipulation by other medical imien before operation; she died of pneumonia on the twelfth day.
No. 26 was feverish during labour; peritonitis developed, and the patient died after the abdomi-en had been reopened three weeks after the hysterectomny.
Of the thirty children, twenty-five are stated to have survived.
The statistics of the operation, and the above considerationis, seemii to prove that Cmsarean hysterectomy with intra-peritoneal treatment of the stumllp is the ml-ost suitable operation in cases where there is mz-uch obstruction froiml vaginal atresiat, or where the bladder is likely to be seriously damiiaged.
The operation should be performed, after due preparation, at or near full termii, and, if labour has already coimmiiienced, with as little delay as possible. The PRESIDENT said he agreed with the author that the extensive cicatrisation involving the bladder furnished a clear indication for Caesarean section, to be followed by hysterectomy. He had seen very extensive vaginal cicatrices yield to the pressure of the head in natural delivery, but in Dr. Routh's case this would have entailed great risk of injury to the bladder. He would prefer total hysterectomy, if practicable, to supravaginal hysterectomy, on account of the free drainage which it afforded.
CASES OF CAESAREAN HYSTERECTOMY, WITH
(Edematous Fibroma of Pelvis. Shown by Dr. WALTER TATE. E. S., aged 39, was admitted to St. Thomnas's Hospital with the following history: Fourteen years before adimiission she had suffered from haemoptysis, and for soim-e years past had been troubled with bronchitis. Menstruation began at the age of 11; its duration was four to five days, and it was not excessive. The patient was narried fourteen years ago, and has had five children, the last having been born six years ago. At the time of the second labour, twelve years ago, some difficulty arose during delivery owing to a swelling which protruded at the vulva; this swelling was pushed back, and the head delivered past it. The same trouble arose at the three subsequent confinemiients. Whether the obstruction to the passage of the child was due to the presence of a cystocele, or whether the pelvic tumnour recently remloved was the cause of the difficulty in delivery, is not quite evident fromi the history, but it seem-is very probable that the tulmiour was the cause of the obstruction. Since the last confinement, six years ago, the patient has noticed enlargemnent of the abdonmen, which has steadily increased in size, and she also found that she was unable to muicturate, if she delayed long in doing so. The catheter had to be used on several occasions. There has been aching pain in the abdomen for several years past, which has solmletimes been very severe, and during the same timiie the periods have recurred every three weeks and have lasted longer than before. The patient had to give up work three im-onths ago.
Patient was admitted to St. Thomnas's Hospital on July 7, 1907. She was a thin, delicate-looking woman of 39, with rather a sallow complexion. There was somue dulness at the apices of both lungs, but no evidence of any active imiischief there. The abdomen was much distended, and the umbilicus prominent. The abdominal wall was very thin, and visible peristalsis could be seen in the region of the umbilicus. The lower part of the abdomen was occupied by a very ill-defined swelling, which was m-larkedly flaccid, and which extended outwards
